Mayer Rokitansky Kuster Hauser syndrome (MRKH) is a congenital malformation characterized by a failure of the Mullerian duct to develop resulting in variable degrees of vaginal hypoplasia. Many techniques have been described to reconstruct a vagina with satisfactory sexual function and appearance in this setting. The Davydov technique; includes liberation of peritoneum from the pelvic side walls and the Pouch of Douglas. Neovagina is then created by suturing a vaginal inner lining and roof of peritoneum. A combined laparoscopic and perineal approach suits well for this procedure. Herein, we aim to demonstrate the technique, advantages and outcome after robot-assisted laparoscopic vaginoplasty with the Davydov technique in patient diagnosed with MRKH syndrome.
INTRODUCTION AND OBJECTIVES:
Mayer Rokitansky Kuster Hauser syndrome (MRKH) is a congenital malformation characterized by a failure of the Mullerian duct to develop resulting in variable degrees of vaginal hypoplasia. Many techniques have been described to reconstruct a vagina with satisfactory sexual function and appearance in this setting. The Davydov technique; includes liberation of peritoneum from the pelvic side walls and the Pouch of Douglas. Neovagina is then created by suturing a vaginal inner lining and roof of peritoneum. A combined laparoscopic and perineal approach suits well for this procedure. Herein, we aim to demonstrate the technique, advantages and outcome after robot-assisted laparoscopic vaginoplasty with the Davydov technique in patient diagnosed with MRKH syndrome.
METHODS: An 18-year-old, genotypically and phenotypically female patient presented to the clinic due to primary amenorrhea and inability to have vaginal intercourse. Her past medical and surgical history were unremarkable. Physical examination findings were consistent with vaginal aplasia. Basic urine and blood work-up revealed normal findings. Abdominopelvic MRI confirmed the deficiency of Mullerian duct structures. The available options for vaginal reconstruction were discussed. Final decision was to proceed with robotic vaginoplasty with the Davydov technique.
RESULTS: The procedure was conducted under general anesthesia with the patient in lithotomy position. A total of 5 transperitoneal ports were inserted. A limited space was created perineally with sharp and blunt dissection carried along the tract between urethral meatus and perianal ring. Peritoneal flaps were harvested from pelvic side walls via laparoscopic access. Anterior and posterior peritoneal flaps were transposed and suture-fixated to the neo-introitus. Peritoneal defects and vaginal apex was closed by running sutures. Intraoperative vaginal depth was 10cm. Neo-vagina was filled with a spacer. Operative duration was 216min. Estimated blood loss amount was 50ml. Vaginal spacer and foley catheter was removed on postoperative day 3. She was discharged home on postoperative day 4 after an uneventful course.
CONCLUSIONS: Davydov technique is a safe and effective way of vaginal construction in patients diagnosed with MRKH syndrome. Robot-assisted laparoscopic access provides technical ease regarding the harvest and perineal transposition of sufficient peritoneal tissue. Avoiding the use of bowel segments accelerates the recovery process and minimizes the risk of postoperative complications.
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V12-10 URETHROPLASTY: URETHRAL-CLITORAL ECTOPY
Poone Shoureshi*, Kamran Sajadi, Portland, OR INTRODUCTION AND OBJECTIVES: Female urethral duplication is an extremely rare congenital anomaly with multiple hypotheses to describe its etiology. We present the surgical management of a woman with partial urethral duplication present in the glans clitoris and concurrent stricture of the orthotopic urethra.
METHODS: Our patient is a 38-year old woman with a congenitally solitary right kidney who has had a urethral stricture for over 20 years requiring monthly dilations. She has a partial urethral duplication opening on the glans clitoris from which she voids when her stricture recurs and her true urethra narrows. She elected to have the urethral stricture excised, without removal of the accessory urethra in the glans clitoris. The urethral stricture was managed using the Blandy vaginal flap urethroplasty technique. The intraoperative use of a nasal speculum is illustrated in the video to aid with intraurethral visualization.
RESULTS: The patient had resolution of her voiding dysfunction, with decrease in post-void residual volume from 393mL preoperatively to 108mL at follow-up. A normal external appearance of clitoris and vagina postoperatively is illustrated. She has rare drops of urine to no outflow from her clitoral accessory urethra.
CONCLUSIONS: Vaginal flap urethroplasty can successfully treat a distal urethral stricture and avoid excision of a urethral duplication anomaly, which may compromise sexual function. METHODS: The patient is a 40 year old woman who has severe stomal and urethral incontinence after multiple operations for interstitial cystitis resulting in with a refractory end-stage bladder and urethra. She had previously undergone several attempts at augmentation cystoplasty and a continent abdominal stoma, but remained incontinent through both sites. She ultimately wants a continent stoma, but was so tired and frustrated with intermittent catheterization and incontinence that she wanted a "rest." This surgery, to create an ileal chimney and close the bladder neck, is the first stage towards that goal. During this surgery, we also did yet another augmentation cystoplasty and creation of an incontinent ileovesicostomy (not depicted in this video). Ordinarily we would do the entire operation from above, but in this case, because of her multiple prior surgeries we elected the vaginal approach for the bladder neck closure buttressed with an omental flap.
RESULTS: A cystogram two weeks post-op shows an intact bladder neck and contrast filling the entire ileal chimney. Concomitant cystometerogram shows a low pressure bladder with slight discomfort at 360 mL at a pressure of 5 cm of water. She's doing well, but followup length has only been one month thus far.
CONCLUSIONS: We believe that transvaginal closure of the bladder neck is the procedure of choice for patients that will be managed with a suprapubic catheter. Compared to an abdominal approach, it is much easier to perform, much faster and is associated with much less morbidity. CONCLUSIONS: Robotic sacrocolpopexy with concurrent rectopexy is a treatment option for multicompartment pelvic organ prolapse performed in multidisciplinary manner with the assistance of a colorectal surgeon.
